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Activities identified to implement this goal would reach 
a diverse audience of providers, patients, communities, 
and the health care system. They include plans to: 

•	 Develop and implement programs for primary care 
practitioners designed to increase their awareness 
of diabetes standards of care and proven methods 
for diabetes prevention. 

•	 Promote educational opportunities for patients with 
and at risk for diabetes. 

•	 Support environmental changes within communities 
that will be conducive to healthy lifestyles. 

•	 Develop and disseminate educational materials 
aimed at prevention messages for all age groups 
from pre-school to seniors. 

•	 Educate policymakers regarding the benefit of 
adequate insurance coverage for patient education, 
including improved quality of life and patient care, 
and cost savings. 

•	 Promote regular physical activity and good nutrition 
in schools. 

C. QUALITY ASSURANCE 

Background 

Studies such as The United Kingdom Prospective Diabetes Study (UKPDS), the Diabetes Control and 
Complications Trial (DCCT), the Hypertension Optimal Treatment (HOT) Study, the Heart Outcomes 
Prevention Evaluation (HOPE) Study, the 4S Study and the Cholesterol and Recurrent Events Trial 
(CARE Study) have shown that tighter control of glucose levels, better control of blood pressure and 
lowering of lipid levels lead to delays or avoidance of diabetes complications. Self-management of 
diabetes by patients with support from a health care team is a strong contributor to tighter control. 
Advances in diabetes-related technology and medical treatment have allowed individuals with 
diabetes to become important partners on their health care teams. Individuals with diabetes need to 
understand the complexity of managing the effects of glucose, blood pressure, lipids, nutrition, physical 
activity and mental well being to prevent or delay complications such as heart disease, blindness, 
lower limb amputation and end-stage renal disease. 

As part of the team approach, persons with diabetes benefit greatly from Diabetes Self Management 
Education (DSME), which, according to the American Association of Diabetes Educators, is defined as 
an interactive, collaborative, ongoing process involving the person with diabetes and the certified 
diabetes educator(s) (CDE). This process includes (1) assessment of the individual’s specific education 
needs; (2) identification of the individual’s specific diabetes self-management goals; (3) education and 
behavioral interventions directed toward helping the individual achieve identified self-management 
goals; and (4) evaluation of the individual’s attainment of identified self-management goals. 
Translating this definition into practice, DSME is intended to assist people with diabetes design their 
own self-management treatment plan in consultation with a variety of health care professionals such 
as doctors, nurses, dietitians, pharmacists and others specifically trained to provide DSME. The training 
includes meal planning, planned physical activity, blood glucose monitoring, taking diabetes medicines, 
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handling diabetes while traveling, sick day management and many other aspects of their care. Since 
self-management is an ongoing process, one goal of DSME is to assist people with diabetes in coping 
with the life long challenges created by this disease, in an effort to prevent complications. 

Individuals also receive instructions and support in using the latest technical innovations in diabetes 
monitoring and care. Diabetes-related technology includes insulin in its many variations, insulin 
pumps, glucometers, numerous oral medications and innovative drug therapies that allow the 
treatment of diabetes to more closely mimic the actions of endogenous insulin. In an attempt to 
standardize the information presented in DSME programs, the American Diabetes Association (ADA) 
awards an Education Recognition Program (ADA-ERP) certification to providers and facilities that meet 
nationally recognized criteria and standards. Providers and facilities offering DSME programs are 
strongly encouraged to seek ADA-ERP certification in order to participate in insurance programs that 
reimburse for DSME (e.g., Medicare). Not all insurance programs offer this benefit to their enrollees. 

All these revolutionary educational and innovative prospects, unfortunately, have not produced a cure 
for diabetes but have provided opportunities to more closely control diabetes and delay the onset or 
severity of complications. The escalating cost of equipment, supplies and DSME have created a 
challenge for people with diabetes to keep up with these improvements in care. 

Many people with diabetes who have insurance received relief from the increasing costs of managing 
their disease as a benefit of the Diabetes Insurance Law, passed in 1993 (effective in 1994). The law 
applies to all health maintenance organizations, health insurance policies which provide 
comprehensive or major medical coverage and health insurance policies which cover outpatient 
services performed in a physician’s office. It mandates coverage for diabetes education and various 
diabetes equipment and related supplies. The equipment and related supplies include, but are not 
limited to: urine and blood testing equipments for the majority of New Yorkers (lancets, test strips, 
monitors), pharmaceuticals (all insulin preparations and oral anti-diabetic agents to reduce blood 
sugar levels), medication delivery systems and devices (insulin pumps, syringes, infusion devices), 
related supplies (alcohol swabs, control solutions for monitors), equipment for the use of insulin 
pumps, oral agents and glucagon for the treatment of hypoglycemia and miscellaneous supplies. 

Many New York residents are enrolled in entitlement programs, such as Medicaid, which provide 
coverage for a myriad of services, supplies and health related equipment. Benefits of this program 
include physician and clinic visits, hospitalization, durable medical equipment, prescription and non­
prescription medications, blood and urine testing supplies, sick room supplies, smoking cessation 
products and numerous other supplies and services. Almost three million New Yorkers below the age of 
65 (17% of all New York residents) remain uninsured, thus lacking access to necessary supplies and 
services. According to the Agency for Healthcare Research and Quality’s 1998 Medical Expenditure 
Panel Survey (MEPS), Blacks and Hispanics are more likely than whites to be uninsured and less likely 
to have employer-sponsored health coverage. 

Problem Statement 

There are a number of issues related to quality of care and inadequate insurance coverage for large 
segments of the population with diabetes: 

•	 A large number of people with diabetes still experience devastating complications even with the 
encouraging findings of recent studies highlighting the benefits of nutrition, physical activity and 
good disease management. 

12 



N e w  Y o r k  S t a t e  S t r a t e g i c  P l a n  f o r  t h e  P r e v e n t i o n  a n d  C o n t r o l  o f  D i a b e t e s  

•	 Many individuals are not covered by the Diabetes Insurance Law. The law does not cover uninsured 
individuals, Medicaid recipients, Medicare or Medigap beneficiaries, employer-sponsored benefits 
plans that are self-insured, union-sponsored benefit plans including public employees, plans which 
insure employees in more than one state and health insurance policies which were not issued in 
New York State. 

•	 Currently there is a lack of a distinct method of reimbursement for Diabetes Self-Management 
Education (DSME) for individuals with diabetes enrolled in many insurance plans and for all 
individuals without health care benefits. 

•	 It is difficult to assess the quality of care being provided to people with diabetes given the large 
number of insurers and the lack of a diabetes registry. 

Goals and Proposed Actions 

The Task Force has identified the need to improve primary and specialty care for diabetes management 
and prevention as a major goal. To achieve this goal, the Task Force has proposed the following actions 
to ensure that all New Yorkers have access to diabetes equipment, related supplies and education: 

•	 Educate policymakers regarding the benefit of broadening the categories of individuals covered by 
the Diabetes Insurance Law. 

•	 Develop methodologies to be used by health care payers to assess quality of care. 
•	 Develop and disseminate education materials and provide increased training opportunities for 

health care providers on the diabetes standards of care. 
•	 Work toward adding distinct reimbursement for Diabetes Self-Management Education (DSME) to the 

list of services provided by all insurers in New York State. 

D. CHILDREN AND DIABETES 

Background 

New York’s children represent New York’s future. Healthy children are vital for a healthy New York. 
Presently, type 1 diabetes is the second leading childhood chronic disease affecting at least 13,000 
children in New York. Anecdotal information indicates that the rate of type 1 diabetes may be 
increasing. The majority of children with diabetes have type 1, but the incidence of type 2 diabetes, 
which typically has an adult onset, continues to increase at alarming rates. Type 2 diabetes usually 
develops in adults over age 45, but has become increasingly common among children and adolescents. 
This trend has health professionals gravely concerned. Currently there are no reliable estimates of the 
prevalence of type 2 diabetes among children in New York State, although anecdotally, pediatric 
endocrinologists report that one of three new cases in adolescence is type 2 diabetes. It is believed that 
these estimates are low and that there are unknown numbers of undiagnosed or misdiagnosed cases of 
type 2 diabetes in adolescents.  

Over the last two decades the number of overweight children in the United States has doubled. 
Upwards of 15% of U.S. children are now overweight and recently the U.S. Surgeon General declared 
obesity “epidemic” in children. It is believed that changes in American culture such as increased 
sedentary lifestyle and unhealthy food choices are partially to blame for this disturbing public health 
trend. The medical community agrees; the more overweight children become, the greater the chance 
they have of developing type 2 diabetes. Those most at risk include children of Native American, 
African American and Hispanic origins. 
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Problem Statement 

Because of the growing number of school-age children with diabetes, the effects of diabetes upon a 
student’s ability to attend school and learn, and the risk of serious long-term medical complications, it 
is essential that schools provide a safe and health-conscious environment for children with and at-risk 
for diabetes. Schools provide the opportunity to reach young people, educators, administrators, and the 
school healthcare personnel who serve them; however, they currently do not provide consistent 
opportunities for adequate physical activity and proper nutrition, and education for both the 
prevention and management of chronic disease. Schools lack knowledgeable and well-trained staff to 
ensure the immediate safety of children with diabetes requiring emergency administration of glucagon 
for the treatment of dangerously low blood sugar. Additionally, it is a challenge for schools to provide 
supportive environments so that children with diabetes can participate fully in the school experience. 
Reaching children, families and those who interact with them to assure comprehensive, continuing and 
individualized diabetes care and prevention is essential. 

There are federal laws that protect children with diabetes including section 504 of the Rehabilitation 
Act of 1973, the Individuals with Disabilities Education Act of 1991 and the Americans with Disabilities 
Act of 1990. These federal laws require development of an individualized assessment of any child with 
diabetes and provision of reasonable accommodation to allow a child’s full participation in all school 
activities. Despite these protections, children with diabetes continue to face discrimination and 
encounter increasing difficulty in participating fully in activities and managing their diabetes in school. 
Appropriate diabetes care in the school setting is necessary for the child’s immediate safety, long-term 
well-being and optimal academic performance. 

Goals and Proposed Actions 

The Task Force has identified two distinct goals in this area. The first is the need to make schools safe 
for children with diabetes. To accomplish this goal, the Task Force has recommended the following 
strategies: 

•	 Disseminate consensus guidelines as available for type 1 and type 2 diabetes to ensure that the 
child’s standard of care is maintained at school. 
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•	 Educate primary health care providers on school diabetes care and applicable state and federal 
legislation. 

•	 Provide pre-service and in-service training for school personnel. 
•	 Enhance primary prevention efforts for type 2 diabetes through school food service and physical 

activity initiatives. 
•	 Ensure that school personnel are aware of all policies related to children with diabetes. 
•	 Encourage the development of individual medical management plans for all students with diabetes. 
•	 Support efforts to create uniform school healthcare forms for children with diabetes. 

The second goal is to more accurately quantify the prevalence and incidence of diabetes and diabetes 
risk in children in New York State. To achieve this goal, the Task Force has recommended:    

•	 Creation of a public health diabetes registry for children to increase New York’s knowledge about 
the epidemiology of diabetes in children, and address the great need for a population-based 
surveillance system. 

•	 Supportive efforts to obtain aggregated height/weight measures on children, particularly grades 
K – 8, as measures of diabetes risk, based on overweight or obesity. 

E. PUBLIC HEALTH TRACKING AND EVALUATION 

Background 

The Diabetes Task Force of New York State 
recognizes the primary importance of collecting 
and documenting information on diabetes 
prevalence and incidence, demographic 
information about people with diabetes and 
factors surrounding their health as it relates to 
diabetes. Numerous data sources provide 
information related to these issues. Data sources 
include but are not limited to: 

(1) The New York State Behavioral Risk Factor 
Surveillance System (BRFSS), a population-based 
telephone survey developed by the Centers for 
Disease Control and Prevention (CDC) and 
administered by the New York State Department 
of Health; (2) the Statewide Planning and 
Research Cooperative System (SPARCS), a 
comprehensive hospital patient data system 
established in 1979 as a result of cooperation 
between the health care industry and 
government; (3) Vital Records from the Bureau of 
Production Systems Management, New York State 
Department of Health which processes data from 
birth, death and marriage certificates; (4) End-
Stage Renal Disease Network (ESRDN) which is 
under contract with the Centers for Medicare and 
Medicaid Services (CMS) to track patients on 
renal dialysis in New York State. (5) Youth Risk 
Behavior Survey (YRBS) 15 
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Collectively, these data sources have been used by the New York State DPCP to estimate diabetes-
related mortality, prevalence of diabetes among adults, prevalence of diabetes complications in 
hospitalized patients as well as the prevalence of diabetes-related behavioral risk factors in youths. No 
data sources currently exist that could potentially be used to estimate the incidence of diabetes in New 
York State. Similarly, data for estimating the incidence and prevalence of diabetes in children and 
adolescents are also lacking. 

Problem Statement 

Little is known about the extent of barriers to optimal diabetes care as well as the extent of emergency 
room use among New Yorkers with diabetes. Recent research findings have refocused attention on the 
assessment of the impact of language and literacy-related barriers on diabetes outcomes. Literacy-
related barriers include the inability to read and comprehend medical instructions. Populations that 
commonly experience literacy-related barriers to adequate medical care include immigrant, 
racial/ethnic minority, low-income, elderly and rural populations. New York State has growing 
populations that fall under these high-risk groups for inadequate diabetes care.  Persons with diabetes 
who do not have access to timely and adequate care are at increased risk of diabetes complications, 
including retinopathy, neuropathy and lower extremity amputations. 

Goals and Proposed Actions 

The Task Force has identified as its primary goal in this area the assessment and monitoring of barriers 
to diabetes care in New York State. Issues related to diabetes care include language/literacy barriers, 
emergency room utilization, and differences in diabetes care sought and rendered in diverse 
communities, rural and urban areas, or upstate and downstate regions. The new focus on the 
monitoring of barriers to diabetes care throughout the State will not be pursued exclusively but will 
augment ongoing surveillance efforts.  Activities identified to meet this goal include: 

•	 Assess and track the prevalence of language/literacy barriers and their impact on diabetes care in 
New Yorkers with diabetes, including special populations. 

•	 Assess and track the extent of Emergency Room use for routine, urgent, and emergent care among 
New Yorkers with diabetes. 

•	 Assess and track differences in patterns of care in various types of organizations and across the 
diverse communities of New York State. 
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